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jou r nal h o mep ag e: w ww .e lsev ier . co m / loc ate / i j idFigure 1. One of several skin lesions on the patient’s lower extremities, chest, and
back.A 52-year-old male with an HIV infection (CD4 20 cells/mm3
and viral load copies/ml >1 million) who was not on antiretroviral
therapy, presented with a 3-week history of skin lesions on the
lower extremities, back, and chest (Figure 1). His skin lesions
consisted of blisters as well as ulcers. One week after the skin
lesions appeared he started to experience ataxia.
Magnetic resonance imaging showed left periventricular white
matter peripheral hemorrhagic lesions with precontrast T1
hyperintensity. PCR from one of his skin lesions and cerebrospinal
ﬂuid (CSF) were positive for varicella zoster virus (VZV). He was
started on treatment with ganciclovir and there was a signiﬁcant
improvement in his symptoms.
The incidence of herpes zoster in HIV patients has been
reported to be 3.2–5.67 per 100 person-years. Highly active
antiretroviral therapy has been associated with a decrease in
herpes zoster, and low CD4 counts have been found to be the main
risk factor.1,2
Invasion of the arteries by VZV can result in ischemia or
hemorrhage in any vessel.3 Only 60% of patients have a rash prior
to neurological symptoms.4 Positive VZV by PCR in CSF can behttp://dx.doi.org/10.1016/j.ijid.2014.10.021
1201-9712/Published by Elsevier Ltd on behalf of International Society for Infectious
creativecommons.org/licenses/by-nc-nd/3.0/).negative, especially when the symptoms occur after the rash has
resolved. VZV CSF IgG has been found to be more sensitive and
speciﬁc than VZV PCR.4,5
Atypical presentations of VZV are common in HIV and the
diagnosis should be considered in patients presenting with
neurological symptoms in the presence or absence of skin lesions.
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